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This report is the result of an unannounced revisit
survey completed on November 29, 2022,

following a complaint investigation survey completed
on May 6, 2022, at Milton S. Hershey Medical
Center - Transplant Center. It was determined that
the facility was in compliance with Part 482 -
Conditions of Participation for Hospital - Subpart E

- Requirements for Specialty Hospital - 482.68
Special requirements for transplant centers.

The facility achieved compliance for the following
Conditions of Participation and standard and
element level deficiencies:

482.74 Condition of Participation: Notification to
CMS for the Adult Kidney Only (MAKO) and the
Adult Liver (ALI) Transplant Program.

482.74(a)(1) Change in Key Staff Members Adult
Kidney Only (MAKO) and Adult Liver (ALI)
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